Background {#Sec1}
==========

The recent economic recession has had a detrimental impact on health and supposedly on social disparities in health in many countries \[[@CR1], [@CR2]\]. For adult populations, prior evidence revealed that recessions can have detrimental effects on many health outcomes \[[@CR3]--[@CR10]\]. Other studies showed positive health outcomes during times of economic crises, particularly for wealthy countries \[[@CR11], [@CR12]\]. As a political response to the recent economic recession, many countries in Europe have reacted by leveling up or cutting expenditures for social welfare programs such as family benefits. The aim of these programs is to guarantee social security for families and (young) people in need by maintaining the standard of living for people at risk and attempting to hold the extent of social inequalities within societies at a moderate level \[[@CR5], [@CR9], [@CR10]\].

Single-country studies have shown that social welfare programs can mitigate some negative effects of the recession on health, such as suicides and other mental and physical health problems \[[@CR2], [@CR4], [@CR11], [@CR13]\]. Other studies indicated that investment in measures to support the well-being of parents and their children can protect mental health, with long-term economic gains outweighing short-term costs \[[@CR10], [@CR14]\]. Thus, it is likely that social benefits play a protective role for health during economic changes. With regard to health inequalities, some national studies found that health inequalities have not necessarily widened during a recession in countries with good formal social protection \[[@CR4], [@CR15]\].

However, little is known about the impact of the current economic recession on young people's health and on health inequalities from a cross-national perspective as previous studies focused mostly on adults in single countries or on previous recessions \[[@CR16], [@CR17]\]. Even less is known about the role of recession-related outcomes, such as unemployment rates or social spending, in relation to young people's health inequalities. The aims of this study are therefore 1) to investigate the impact of public spending on family benefits (in 2010) and the change rate in public spending on family benefits (2006--2010) on adolescent subjective health, and 2) to examine whether the absolute level of family benefits (2010) and change rate in family benefits (2006--2010) mitigated the extent of social inequalities in adolescent health. Further, this study follows two assumptions: a) countries which have higher public spending on family benefits in 2010 (during the recession) have better adolescent health and smaller inequalities in health, and b) increased public spending on family benefits during the current recession (2006--2010) ameliorate adolescents' health and reduced social inequalities in health.

Methods {#Sec2}
=======

Data {#Sec3}
----

Data were obtained from the Health Behaviour in School-aged Children (HBSC) studies in 2005/2006 and 2009/2010. The HBSC-study is a cross-national survey conducted in collaboration with the World Health Organization. The objective of the study is to investigate health, health behaviours and their social determinants among 11 -- 13- and 15-year old adolescents \[[@CR15], [@CR18]\]. Research groups in 41 countries in the Europe, North America and Israel took part in the 2005/2006 and 2009/2010 survey, using a standardized questionnaire and adhering to an internationally agreed protocol \[[@CR15]\]. Data were collected by means of standardized questionnaires, administered in school classrooms according to standardized instructions. The response rate at the school level was above 80 % in the majority of the countries. Ethical approval was obtained for each national survey according to the national guidance and regulation at the time of data collection. In some of the countries participating in the HBSC study ethical approval was not necessary or applicable at the time. In other countries that required approval this was obtained by different Institutional Review Boards (see Additional file [1](#MOESM1){ref-type="media"}). Unfortunately, HBSC survey data are not available as scientific use files. The present analysis was based on 27 out of 41 countries (for HBSC 2005/06: *N* = 144,341 and for HBSC 2009/2010: *N* = 144,754). England, Wales and Scotland form one country. Data from French and Flemish regions of Belgium were also combined. Several countries were excluded from the analysis due to missing data on public spending on family benefits in 2005/2006 and 2009/2010 (Croatia, Greenland, Malta, Macedonia, Turkey and Ukraine). Further, we excluded Canada, Israel and USA as they do not belong to the European Union and were, hence, not represented in the Eurostat Databank. Individual data from adolescents in Bulgaria were not available for the HBSC survey in 2009/2010. Missing values for the individual-level variables were excluded from the analyses. Table [1](#Tab1){ref-type="table"} shows the sample size for each country and all indicators used.Table 1Description of data and sample (HBSC 2005/2006 and 2009/2010, EUROSTAT, OECD SOCX)SampleMacro-level indicatorsOutcomeIndividual-level indicatorsPublic spending on family benefits per capitaNational wealthYouth unemploymentTwo or more psychological health complaints (%)family affluence mean (range: 0 = low -- 9 = high)Gender: girlsmean ageCountry (*N* = 27)*N* 2005/2006*N* 2009/20102009/2010change rate between 2005/2006 and 2009/2010 (%)GDP per capita, 2009/20102009/2010 (%)2005/20062009/2010change rate between 2005/2006 and 2009/20102005/20062009/2010(2009/2010) in %2009/2010 in yearsAustria4,3954,693926.09.935,0569.410.212.624.05.66.051,713,5Belgium7,8607,155615.412.332,64822.219.818.3-7.75.76.250,913,4Czech Rep.4,6104,199281.88.723,36917.526.229.713.34.75.551,713,5Denmark5,2883,8521258.023.032,17612.915.014.7-1.86.16.653,013,5Estonia4,2884,087346.356.416,40330.222.621.5-5.24.75.852,613,8Finland5,0036,390884.618.730,88121.518.817.6-6.75.56.152,513,6France6,8165,773710.38.329,45723.525.523.7-7.05.86.450,813,4Germany6,9444,775910.113.532,85010.613.211.9-10.55.76.251,713,4Greece3,6014,668396.827.024,92329.434.931.9-8.64.95.552,413,7Hungary3,3794,678491.019.816,82126.624.521.2-13.54.85.153,213,6Iceland9,00710,573872.70.333,39316.121.519.8-7.97.07.150,213,5Ireland4,4054,0051014.227.835,76225.817.320.518.64.75.747,913,7Italy3,8024,626342.124.926,89426.634.933.0-5.25.15.750,413,4Latvia4,0403,958147.937.917,26134.826.923.3-13.34.65.153,013,6Lithuania5,3945,103363.2137.618,84532.726.725.6-4.34.45.249,513,7Luxembourg4,0013,8852295.017.267,26416.223.021.2-7.86.26.650,213,6Netherlands4,0334,259401.1-4.436,7138.213.314.59.46.06.651,513,5Norway4,3814,1741263.519.346,9649.217.519.310.36.87.250,113,4Poland5,3744,063122.421.516,95422.227.527.50.04.75.352,113,7Portugal3,7343,852260.424.221,57826.715.116.69.75.06.054,013,7Romania4,3224,792199.330.915,92121.533.230.1-9.53.94.351,813,3Slovakia3,5334,685315.828.219,76230.831.527.3-13.34.05.052,913,7Slovenia4,9165,261430.613.724,89714.214.211.1-22.25.76.349,813,6Spain8,5634,817351.624.626,97639.622.222.92.85.56.151,413,8Sweden4,1966,195912.613.233,21124.922.020.6-6.36.26.451,213,5Switzerland4,3946,371423.423.538,6376.120.119.4-3.25.86.350,113,6UK14,06213,865481.810.532,62519.420.020.10.15.86.152,813,7Total144,341144,754625.722.029,64621.022.121.3-3.75.56.051,513,6Note: The indicator on public spending on family benefits per capita is measured as constant prices, constant PPP, in Euros

Indicators {#Sec4}
----------

### Mental health status {#Sec5}

The indicator used to identify the health status of adolescents in the analysis was weekly psychological health complaints \[[@CR19]\]. Health complaints were measured using the HBSC symptom check list \[[@CR20]\]. Students were asked to indicate how often they had experienced the following psychological symptoms in the last six months: irritable or bad tempered, feeling nervous, difficulties in getting to sleep and feeling dizzy. The response options were "almost daily", "several times per week", "almost every week", "about once per month", "rarely or never." A sum index, indicating the number of at least weekly psychological health complaints, was calculated from the four items (range: 0--4 health complaints several times per week). Lastly, this index was dichotomised (1 = 2+ psychological health complaints at least weekly vs. 0 = \<2 complaints).

### Socioeconomic position of adolescents' family of origin {#Sec6}

The socioeconomic position of adolescents was measured by the Family Affluence Scale (FAS) which was based on four items \[[@CR18]\]. "Does your family own a car, van, or truck?" (0 = *no*, 1 = *yes, one*, 2 = *yes, two or more*), "Do you have your own bedroom for yourself?" (0 = *no*, 1 = *yes*), "During the past 12 months, how many times did you travel away on holiday with your family?" (0 = *not at all*, 1 = *once*, 2 = *twice*, 3 = *more than twice*), and "How many computers does your family own?" (0 = *none*, 1 = *one*, 2 = *two*, 3 = *more than two*). The scores of the answers were summed (range 0--9), and were grouped into high (7--9), medium (4--6), and low (0--3) FAS tertiles \[[@CR18]\]. The FAS has been validated across European and North American countries and can be used as "an indicator of child material affluence" \[[@CR18]\].

### Social policy response to the economic recession {#Sec7}

We used public spending on family benefits per capita (in constant prices and constant purchasing power parity, PPP) as a measure of social policy response to the economic recession. The country data was available for 28 European Union member states via Eurostat databank ([https://eurostat.ec.europa.eu](https://eurostat.ec.europa.eu/)). We included two measures of public spending on family benefits: the absolute rate of family benefits in 2009/2010 (during the recession) in order to assess the current level of national public spending on family benefits, respectively, as well as the relative change rate in family benefits (2005/2006--2009/2010) in order to indicate the response level to the recent economic recession. All country-level variables were centred on the grand mean across all 27 countries.

### Control variables {#Sec8}

As control variables, we considered national wealth (measured by the Gross Domestic Product in 2010, GDP) in order to control for differences in absolute wealth among countries, using country's GDP per capita in 2009/2010 (in constant prices and constant purchasing power parity (PPP), in Euros) ([http://data.worldbank.org](http://data.worldbank.org/)). We further controlled for youth unemployment rate in 2009/2010 as unemployment rates have often been used in previous health studies as an indicator of recessions \[[@CR4], [@CR21]\]. EUROSTAT provides data on unemployment among young people between 15 and 24 years which refer to the number of persons who are unemployed as a percentage of the total number of employed and unemployed persons \[[@CR22]\]. At the individual level we used students' age and gender as control variables.

Statistical analyses {#Sec9}
--------------------

The study utilizes multilevel analysis that allows the modelling of hierarchical or nested data structures. The level 1-units in the sample are individual students; the level 2-units are the 27 countries. Multilevel analysis is based on the assumption that both the regression constant (intercept) and the regression coefficients of the individual predictors (slope) may vary for individuals between countries, and may be explained by country-level characteristics. By using psychological health complaints as the outcome, we examined -- by conducting random intercept models \[[@CR23]\] -- the extent to which the intercept of the outcome differed among the 27 countries. We further simultaneously included country-level indicators of public spending on family benefits that might explain this variation in psychological health complaints as well as in the extent of social inequalities in complaints across countries.

The individual- and country-level determinants were included in the models using a stepwise approach. First, an empty model (model 1) tested the Intraclass Correlation Coefficient (ICC), which represents the proportion of variance on latent country effects by indicating the variance in the outcome attributed to country differences. Model 2 considered individual-level variables. Model 3 included both indicators of family benefits, simultaneously, controlled for youth unemployment rate and national wealth in 2009/2010, respectively. We included cross-level interaction terms between gender and both measures of family benefits (model 4) in order to examine whether the impact of public spending on family benefits and the change rate in family benefits on psychological health complaints differs among boys and girls. Finally, model 5 considered all country-level indicators as well as cross-level interaction terms between family affluence and both country-level indicators of family benefits. The statistical analyses were conducted using the software Stata 12.1 (StataCorp LP, College Station, TX).

Results {#Sec10}
=======

Descriptive results {#Sec11}
-------------------

The pairwise correlations among all country-level indicators of family benefits (Table [2](#Tab2){ref-type="table"}), youth unemployment rate and national wealth, showing that family benefits in 2009/2010 is highly and positively correlated with national wealth (GDP per capita) in 2009/2010 (r = 0.87, *p* \<0.001).Table 2Pairwise correlations between country-level indicators (N~Country~ = 27)Family benefits in 2009/2010Change rate in family benefits (2005/2006--2009/2010)National wealth (GDP per capita) in 2009/2010Youth unemployment rate in 2009/2010Family benefits in 2009/20101Change rate in family benefits (2005/2006--2009/2010)-0.211National wealth (GDP per capita) in 2009/20100.87\*-0.351Youth unemployment rate in 2009/2010-0.410.48-0.561Note: \* significant at *p* \< 0.001

Around 20 % of all adolescents report to have two or more psychological health complaints in 2009/2010 (Table [1](#Tab1){ref-type="table"}). The prevalence rates of complaints in 2009/2010 (Table [1](#Tab1){ref-type="table"}) were lowest in Germany (11.9 %) and Slovenia (11.1 %) and highest in Greece (31.9 %) and Italy (33.0 %). A slight decrease in complaints was found in all European countries (2005/2006--2009/2010). Adolescents in Slovenia (-22.2 %) had the highest decrease in the prevalence of complaints, whereas Austria (+24.0 %) and Ireland (+18.6 %) revealed the highest increase (2005/2006--2009/2010).

The lowest levels of public spending on family benefits per capita in 2009/2010 (Table [1](#Tab1){ref-type="table"}) was found in Poland, Romania, Latvia and Portugal, while Luxembourg, Norway and Denmark revealed the highest levels. Many OECD countries responded to the current economic recession by increasing public spending on family benefits in order to guarantee social security for families and young people in need \[[@CR9]\]. This trend can be observed by the positive relative change rates in public spending on family benefits per capita (2005/2006--2009/2010), indicating that family benefits per capita increased in the majority of countries, with the highest relative increase in Lithuania (137.6 %) and Estonia (+56.4 %) and a slight decrease in the Netherlands (-4.4 %).

Figure [1](#Fig1){ref-type="fig"} shows the associations between the absolute level of public spending on family benefits and complaints in 2009/2010 as well as the correlation between the increase in public spending on family benefits (2005/2006--2009/2010) and the change rate in complaints (2005/2006--2009/2010), respectively. According to the average level of public spending on family benefits in 2009/2010, weak correlations could be found with complaints, indicating that adolescents living in countries with higher degrees of public spending on family benefits in 2009/2010 tend to display lower prevalence rates in complaints (Pearson R^2^ \~ 0.05). A similar tendency was found for the association between the relative increase in family benefits (2005/2006--2009/2010) and the relative change rate in complaints (2005/2006--2009/2010) (Pearson R^2^ \~ 0.14).Fig. 1Associations between average level (2009/2010) and change rate (%) of public spending on family benefits\* (2005/2006-2009/2010) in relation to the magnitude and change rate in two or more psychological health complaints (in %) across 27 European countries (HBSC 2005/2006 and 2009/2010, EUROSTAT, OECD SOCX). Note: \* The indicator of public expenditures on family benefits per capita is measured as constant prices and constant purchasing power parity (in Euros). Labels for countries: Austria (AT), Belgium (BE), Czech Republic (CZ), Denmark (DK), Estonia (EE), Finland (FI), France (FR), Germany (DE), Greece (GR), Hungary (HU), Iceland (IS), Ireland (IE), Italy (IT), Latvia (LV), Lithuania (LT), Luxembourg (LUX), Netherlands (NL), Norway (NO), Poland (PO), Portugal (PT), Romania (RO), Slovakia (SK), Slovenia (SI), Spain (ES), Sweden (SE), Switzerland (CH) and the United Kingdom (UK)

Multilevel results {#Sec12}
------------------

Table [3](#Tab3){ref-type="table"} presents the logistic multilevel regression results for weekly psychological health complaints in 2009/2010 across 27 European countries. Model 1 indicates the variance in psychological health complaints among countries (ICC = 3.75 %). The likelihoods of reporting two or more weekly psychological health complaints increased with age and were higher for medium- and low-affluent adolescents compared to the youngest age group (11 years) and students with high affluence (model 2), respectively. In general, likelihoods of having reported health complaints were higher for girls compared to their male counterparts.Table 3Associations between family benefits^a^ (2009/2010), percentage change in family benefits^a^ (2005/2006--2009/2010) and psychological health complaints (HBSC 2009/2010)Empty model (M1)Individual variables (M2)Macro-level variables (M3)Model with cross-level interactions with gender (M4)Model with cross-level interactions with FAS (M5)OR (95 % CI)OR (95 % CI)OR (95 % CI)OR (95 % CI)OR (95 % CI)Individual variables Sex (Ref.: *boys*)11-1 Girls1.708\*\*\*1.708\*\*\*-1.708\*\*\*(1.66-1.75)(1.66-1.75)-(1.66-1.75) Age (Ref.: *11 years*)1.0001.0001.0001.000 13 years1.289\*\*\*1.289\*\*\*1.289\*\*\*1.289\*\*\*(1.25-1.33)(1.25-1.33)(1.25-1.33)(1.25-1.33) 15 years1.486\*\*\*1.486\*\*\*1.486\*\*\*1.486\*\*\*(1.44-1.54)(1.44-1.54)(1.44-1.54)(1.44-1.54) Family affluence (Ref.: *high*)1.0001.0001.0001.000 Medium1.129\*\*\*1.129\*\*\*1.130\*\*\*1.129\*\*\*(1.10-1.17)(1.10-1.17)(1.096-1.17)(1.10-1.17) Low1.386\*\*\*1.386\*\*\*1.387\*\*\*1.386\*\*\*(1.34-1.43)(1.34-1.43)(1.34-1.43)(1.34-1.43)Macro-level variables National wealth in 2009/2010 (GDP pc)1.000 (0.99-1.00)1.000 (0.99-1.00)1.000 (0.99-1.00) Youth unemployment rate (2009/2010)1.024\*\*\* (1.01-1.04)1.024\*\*\* (1.01-1.04)1.024\*\*\* (1.01-1.04) Family benefits in 2009/20101.0000.9990.999(0.99-1.00)(0.99-1.00)(0.99-1.00) relative change in family benefits^a^ (2005/2006-2009/2010)0.999\* (0.98-0.99)1.001 (0.99-1.01)0.999\* (0.98-0.99)Cross-level interactions Family benefits in 2009/2010 x girls (Ref.: boys)-1.001\*\*\* (1.00-1.01)- relative change in family benefits^a^ (2005/2006-2009/2010) x girls (Ref.: boys)-1.001\* (1.00-1.02)- Family benefits in 2009/2010 x high FAS (Ref.)1.000 x medium FAS-1.000(0.99-1.01) x low FAS-1.000(0.99-1.01) relative change in family benefits^a^ (2005/2006-2009/2010) x high FAS (Ref.)1.000 x medium FAS-1.002\*\*(1.00-1.01) x low FAS-1.004\*\*\*(1.00-1.01)Constant0.261\*\*\* (0.23-0.30)0.136\*\*\* (0.12-0.16)0.136\*\*\* (0.12-0.15)0.136\*\*\* (0.12-0.15)0.136\*\*\* (0.12-0.15)ICC (country-level)0.0375 = 3.75 %0.0386 = 3.85 %0.0247 = 2.47 %0.0246 = 2,46 %0.0244 = 2.44 %N (Individuals)144,754144,754144,754144,754144,754N (Countries)2727272727Note: \* *p* \< 0.05, \*\* *p* \< 0.01, \*\*\* *p* \< 0.001. Country-level indicators are centered on the Grand-Mean. ^**a**^ Public expenditures on family benefits were measured per capita in constant prices and constant purchasing power parity (in Euros) (Source: EUROSTAT)

These associations were not attenuated when country-level indicators have been included (models 3 and 4). Model 3 considers the family benefits rate in 2009/2010 (during the recession) and the relative change rate in family benefits (2005/2006--2009/2010), besides the country-level control variables of youth unemployment in 2009/2010 and national wealth (GDP per capita, 2009/2010).

The results show that the absolute level of family benefits in 2009/2010 was not significantly associated with the likelihood of health complaints, whereas adolescents in countries with higher increases in family benefits (2005/2006--2009/2010) showed lower risks of reporting two or more health complaints (OR: 0.999, 95 % CI: 0.98--0.99). Further, higher youth unemployment rates were significantly related to a higher risk of reporting two or more complaints (OR: 1.024, 95 % CI: 1.01--1.04), whereas national wealth had no association with the outcome. In order to examine whether the impact of public spending on family benefits and the change rate on psychological health complaints differs among boys and girls, we included cross-level interaction terms between gender and both measures of family benefits (model 4). The results show that the absolute level of countries' family benefits was significantly associated with girls' likelihood of reporting 2 or more psychological health complaints. Figures [2a and b](#Fig2){ref-type="fig"} display these significant relationships for girls, indicating that the higher countries' absolute level of family benefits (Fig. [2a](#Fig2){ref-type="fig"}), the lower the odds ratio of reporting 2 or more psychological health complaints among girls. In contrast to that finding, the higher countries' change rate in family benefits (Fig. [2b](#Fig2){ref-type="fig"}), the higher the probabilities of health complaints among girls compared to boys.Fig. 2**a** Predicted probabilities of two or more (at least weekly) psychological complaints (*N* = 144,754), according to the absolute level of public spending on family benefits\* (2005/2006-2009/2010) across 27 countries, stratified by gender, HBSC 2009/2010. Note: \*The indicator of public expenditures on family benefits per capita is measured as constant prices and constant purchasing power parity (in Euros). **b** Predicted probabilities of two or more (at least weekly) psychological complaints (*N* = 144,754), according to the relative percentage change in family benefits\* (2005/2006-2009/2010) across 27 countries, stratified by gender, HBSC 2009/2010. Note: \*The indicator of public expenditures on family benefits per capita is measured as constant prices and constant purchasing power parity (in Euros)

With regard to social inequalities in health complaints, model 5 includes cross-level interaction terms of family benefits and family affluence. This interaction term are significantly related to complaints, highlighting that the impact of the absolute level of family benefits in 2009/2010 did significantly differ by family affluence.

The relative change rate in family benefits (2005/2006--2009/2010) varied by FAS, showing higher odds ratios for medium- and low affluent adolescents. Thus, social inequalities in health complaints were greater in countries with higher increases in family benefits since the beginning of the current economic recession. Due to the high correlation between national wealth (GDP per capita) and the relative change rate in public spending on family benefits, we also run the model without national wealth. The associations and coefficients remained the same. Figure [2](#Fig2){ref-type="fig"} displays this association, showing that inequalities in psychological health complaints widened between family affluence groups.

Discussion {#Sec13}
==========

This study examines for the first time the impact of public spending on family benefits on adolescent psychological health complaints and social inequalities in complaints during the recent economic recession in 27 European countries. The results show that the current absolute rate of public spending on family benefits in 2009/2010 was not related to adolescents' psychological health complaints. In contrast, lower likelihoods of complaints were found for countries with higher relative change rates in family benefits (2005/2006--2009/2010). Contrary to our assumption, an increase in public spending on family benefits during the recession did not appear to reduce inequalities in young people's health complaints. We further examined whether the impact of public spending on family benefits and the change rate in family benefits during the current recession on psychological health complaints differed between boys and girls. Our results showed that girls are more sensitive to the absolute level of family benefits and particularly to a higher increase in family benefits during the recession (2005/2006--2009/2010) compared to their male counterparts. In sum, our findings suggested that policy initiatives in terms of an increase in family benefits might partially benefit adolescent health, but tend to widen social inequalities in adolescent health during the recent recession. Although associations between increases in family benefits and psychological health complaints were small, our results are in line with other studies taking into account indicators at the country-/macro-level \[[@CR24]\]. Studies using more distal characteristics, indicating that they are measured at higher levels, do have on average a smaller impact on young people's health compared to more proximal determinants, such as individual background characteristics of children and adolescents.

Comparing and interpreting our findings with prior results is challenging as previous studies mainly focused on adult health, single-countries or individual-level associations, rather than on country-level outcomes of the recession as determinants of adolescent health and health inequalities among countries. For instance, Gili et al. \[[@CR7]\] showed that frequencies of mood, anxiety, somatoform and alcohol-related disorders increased among adults in Spain during the current economic downturn (2006--2011) that was mainly caused by experiences with household unemployment and difficulties in mortgage payment. Another study from Greece also revealed a higher probability of reporting poor self-rated health during the recession (2006--2011) \[[@CR8]\]. With regard to young people, a study using the Catalan Health Survey highlighted that health-related behaviours (e.g. eating habits, fast food consumption) and health-related quality of life improved among children and adolescents younger than 15 years. Further, social inequalities in young people's obesity, mental health and health-related quality of life increased with decreasing parental education \[[@CR17]\].

According to our results, the absolute level of public spending on family benefits in 2009 was not related to the magnitude of psychological health complaints, rather than the relative change rates in family benefits (2005/2006--2009/2010). This highlights the importance of (at least temporary) increases in family benefits in order to improve subjective health of better-off students. In this context, family benefits may have a limited effect on all families and children if paid on the basis of social security contributions, or on the conditions of work, thereby having a more limited coverage than universal benefits or services \[[@CR25]\]. In general, the effects of benefits for families and young people vary depending on whether the money is spent on young people's needs and whether the cash benefits target those children and adolescents who are the most disadvantaged. The most direct family policies are services and benefits-in kind delivered directly to young people, such as free childcare and preschool services, after school care or free school meals, whereas other countries have extended their services or reduced their fees \[[@CR25]\].

With regard to social inequalities in psychological health complaints, we could not confirm our hypothesis of a buffering impact of public spending on family benefits on the extent of social inequalities in psychological health complaints among young people. Our results showed that inequalities in health complaints slightly widened among medium- and low-affluent adolescents living in countries with increasing levels of family benefits during the recent recession. A recently published Unicef Report on "The impact of the economic crisis on child well-being in rich countries" \[[@CR26]\] highlighted that many European and OECD countries have increased their levels of family benefits during the recession, while others reduced their benefits for families \[[@CR25]--[@CR27]\]. For instance, Greece made a disparate system of child-related allowances into a less restrictive, more generous single benefit in 2013, while Latvia eased conditions for child-care benefits in 2014 and Poland increased amounts of family benefits and income ceilings in 2012--2013 \[[@CR25], [@CR26]\]. However, in several European countries, austerity policies were introduced. For instance, in Spain unemployment benefits and child-care benefits have been reduced, expenditures on social protection, particularly for families and children, declined from 5 to 3.5% between 2008 and 2011 \[[@CR26]\]. The United Kingdom has implemented a series of cuts that reduced the real value and coverage of child benefits and tax credits for families with children since 2010 \[[@CR25]--[@CR27]\].

With regard to our study, our findings seem to be in line with results which have been published in a UNICEF Report on "Child Poverty and material deprivation in European Countries during the Great Recession" \[[@CR28]\]. This report revealed that both the child poverty and the severe deprivation among young people were significantly lower in countries with more generous safety nets. Although social spending was associated with lower risks of child poverty at the start of the crisis (2008--2009), when many European countries implemented fiscal stimulus packages, social spending was no longer significantly related to child poverty and deprivation in later years of the recession (2010--2012), when many countries implemented austerity reforms. In particular, family benefits did not shield young people from risk of poverty and deprivation during the recession (2008--2012) \[[@CR28]\].

Therefore, in line with these findings, we can conclude that social protection, particularly in terms of family benefits, is positively linked to a better overall psychological health among young people. However, a further increase in family benefits during the current economic recession seemed not to protect low affluent children and adolescents from suffering of psychological health complaints. This may be because protection through family benefits is not sufficient for low affluent families at the time when families struggle with circumstances that stem from the recession, such as loss of income or (fear of) unemployment. A further explanation could be that the majority of stimulating cash interventions during the current economic recession may have been temporary and may not target at those people in real need of social benefits. Thus, it is likely that public spending on family benefits fail the mission of tackling social inequalities within societies. In contrast, services or in-kind-benefits, such as free preschool, free school meals and after school care, are more likely to continue after times of economic recessions \[[@CR25]\] and to mitigate social inequalities among young people. However, previous studies have shown that in countries with good formal social protection systems and high levels of social benefits, social inequalities in health did not widen during an economic recession \[[@CR4], [@CR10]\]. Another explanation is related to the overall social climate in Europe's societies during the current economic recession. The societal, economic and labor market changes that resulted from the recession may also have consequences for the young people, their wellbeing and future prospects. Children and adolescents -- particularly who are or feel themselves at the bottom end of the social ladder -- are likely to feel anxious and psychologically stressed when parents or family members face unemployment or income loss during this insecure period and when they suffer downturns \[[@CR26], [@CR29]\], resulting in higher prevalence of psychological health complaints among low affluent young people.

The HBSC study presents an outstanding opportunity to analyse cross-national patterns of health and health inequalities among young people. The strengths of this study include the use of a large cross-national dataset and standardized data collection. However, there were methodological issues that may have influenced our results and should therefore be considered. One possible limitation is the application of self-reported measures of health which may vary by country, culture and socio-economic position. However, another study could show that self-reported health measures did not differ among countries in terms of socio-economic position \[[@CR19]\]. It should also be acknowledged that the Family Affluence Scale measures only one dimension of social position. Previous studies have shown that family affluence can be applied as a proxy for individual social position \[[@CR18], [@CR30]\]. Further, a previous study showed that the four FAS items completed by 11-years olds corresponded with parents' responses and were correlated with parents' occupational status \[[@CR31]\]. Additionally, FAS was closely related to national income at the aggregated level \[[@CR32]\]. As we used only one indicator of social spending, we conducted sensitivity analyses by using another indicator of social spending (health expenditures, measured as a percentage of GDP). As for both measures of public spending on family benefits (absolute level in 2009/2010 and relative change rate in family benefits between 2005/2006--2009/2010), a similar pattern was obtained for the impact of the absolute level of health expenditure as well as for the change rate in health expenditure on the likelihoods of reporting 2 or more psychological health complaints (see Web Additional file [2](#MOESM2){ref-type="media"}: Table S1 and Additional file [3](#MOESM3){ref-type="media"}: Figure S1). According to our findings for all social spending indicators, there seems to be a systematic structure of welfare spending. Another limitation was the short duration of the study by analyzing the impact of levels of public spending on family benefits in 2009/2010 and the relative increase, decrease or stagnation in family benefits (2005/2006--2009/2010) on adolescent health and health inequalities. In this context, the effects of the current economic recession on health and particularly on health inequalities may take several years to observe \[[@CR33]\].

Conclusions {#Sec14}
===========

Our findings highlight the importance of social security policies for young people's magnitude of psychological health complaints, whereas a buffering effect by the extent of social spending on family benefits on inequalities in adolescent health complaints could not be revealed rather than widening inequalities in health in countries with higher increases in family benefits during the recent economic recession. Thus, this study suggests that governments might be able to protect their young populations and future generations, especially by budgeting and public spending on social security for better-off youth. In contrast, health inequalities were not ameliorated by those initiatives. Particularly in times of economic recession, these results provide a specific opportunity for stimulus packages for policy makers and health promotion initiatives in order to invest not only in cash-benefits for social security, but also in in-kind-benefits, such as family and parenting support programs \[[@CR25], [@CR34]\]. The recognition of the health and social consequences of economic austerity packages must be a priority in further shaping economic and fiscal policies in European countries \[[@CR35]\].

Additional files {#Sec15}
================

Additional file 1:Information on ethical approvals in the HBSC study 2009/2010). (DOCX 19 kb)Additional file 2:**Table S1.** Associations between public expenditures on health (2009/2010), relative change in public expenditures on health (2005/2006--2009/2010) and psychological health complaints, HBSC 2009/2010). (DOCX 19 kb)Additional file 3:**Figure S1.** Predicted probabilities of two or more (at least weekly) psychological complaints (*N* = 144,754), according to the relative percentage change in health expenditures (2005/2006--2009/2010) across 27 countries, stratified by family affluence, HBSC 2009/2010). (DOCX 14 kb)

FAS

:   Family affluence scale

GDP

:   Gross domestic product

HBSC

:   Health behavior in school-aged children

ICC

:   Intraclass-correlation coefficient

OECD

:   Organisation for economic co-operation and development

Pc

:   per capita

PPP

:   in constant prices and constant purchasing power parity

SOCX

:   Social expenditure database

The Health Behaviour in School-aged Children (HBSC) study is an international survey conducted in collaboration with the WHO Regional Office for Europe. The current International Coordinator of the study is Candace Currie, CAHRU, University of St Andrews, Scotland. The data bank manager is Oddrun Samdal, University of Bergen, Norway.

Funding {#FPar1}
=======

The data collection in each country was funded at the national level. We are grateful for the financial support offered by the various government ministries, research foundations and other funding bodies in the participating countries and regions.

Availability of data and materials {#FPar2}
==================================

HBSC survey data are not available as public use files.

Authors' contribution {#FPar3}
=====================

KR, TKP, AMO, KH, FJE, LB, MR. The WHO Health Behaviour in School-aged Children Survey is a cross-national study, conducted in more than 40 European and North American countries. Thus, the cross-national perspectives and different research backgrounds of researchers from different countries helped writing and revising the manuscript and in interpreting the findings. KR performed the statistical analysis and elaborated the first draft. MR, TKP, AMO and KH contributed substantially to the writing. FJE, TKP and LB assisted with writing and helped with data interpretation. All authors helped to conceptualise ideas, and participated in reviewing and revising drafts of the article.

Competing interests {#FPar4}
===================

The authors declare that they have no competing interests.

Consent for publication {#FPar5}
=======================

Not applicable.

Ethics approval and consent to participate {#FPar6}
==========================================

Ethics approvals from qualified national authorities and committees in HBSC-member countries are provided as a (Additional file [1](#MOESM1){ref-type="media"}).
